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ความสมัพนัธเ์ชงิท านายในผูป้่วยโรคกลา้มเน้ือหวัใจขาดเลอืดจ านวน 201 รายที่
เขา้รบัการรกัษาในแผนกผูป้่วยนอกของโรงพยาบาลสมเดจ็พระบรมราชเทว ีณ ศรี
ราชา โดยใชแ้บบสอบถามทีม่โีครงสรา้งซึง่ประกอบดว้ยแบบประเมนิขอ้มูลทัว่ไป
ของผูป้่วย ความผาสุก การรบัรูภ้าวะสุขภาพ คุณภาพชวีติ ภาวะจติใจและอารมณ์ 
ภาวะซมึเศรา้ พฤตกิรรมสุขภาพ และการปรบัตวัเกีย่วกบัความเจบ็ป่วย วเิคราะห์
ข้อมูลด้วยสถิติเชิงพรรณนา สหสมัพนัธ์ของเพยีร์สนัและการวเิคราะห์ถดถอย
พหุคณู ผลการศึกษา: พบวา่ปจัจยัท านายความผาสุกคอืภาวะจติใจและอารมณ์ 
( = 0.43, P-value < 0.001)  และภาวะซมึเศรา้ ( = -0.29, P-value < 0.001) 




การพฒันาดา้นจติใจและอารมณ์ และป้องกนัภาวะซมึเศรา้  





Objective: To examine factors influencing well-being of patients with 
myocardial infarction. Method: A sample of this descriptive correlational 
study consisted of 201 myocardial infarction patients who were followed up 
at the outpatient department of Queen Savang Vadhana Memorial Hospital. 
The study made use of a structured questionnaire that included personal 
information, well-being, health perception, quality of life, mental and 
emotional state, depression, health behaviors, and illness adjustment. Data 
were analyzed using descriptive statistics, Pearson’s product moment 
correlation and multiple regression analysis. Results: The predicting factors 
of well-being were the mental and emotional state ( = 0.43, P-value < 
0.001) and depression ( = -0.29, P-value < 0.001). These two factors 
explained 41.6% of the well-being variance. Conclusion: As the mental 
and emotional state and depression were associated with the well-being of 
patients with post-myocardial infarction, health care providers and relevant 
settings should develop an intervention to promote their well-being by 
focusing on improving the mental health and emotion, and preventing the 
depression.  
Keywords: influencing factors, well-being, post-myocardial infarction patient   
 
Introduction 
Myocardial infarction (MI) is one of the most prevalent 
causes of death worldwide. In Thailand, myocardial infarction 
is a common heart disease with a high incidence rate, a 
major cause of death, and poses an enormous health care 
burden. According to the Bureau of Non-Communicable 
Diseases, the admission rate of ischemic heart disease (I20 
- I25) including MI has risen from 347.57 per 100,000 
population in 2008 to 431.91 per 100,000 population in 2013. 
The mortality rate of ischemic heart disease (I20 - I25) has 
risen from 21.19 in 2008 per 100,000 population to 27.83 per 
100,000 population in 2014.1   
Myocardial infarction is generally known as heart attack 
caused by a partial or complete blockage of a coronary 
arteries, thereby reducing blood supply into heart muscle 
cells, resulting in the death of heart muscle. The most 
common symptom as an indicator of hospital admission is 
chest pain or chest discomfort, occasionally feeling like 
heartburn. Severe ischemia contributes to other symptoms 
including shortness of breath, nausea, feeling faint, a cold 
sweat, or feeling tired. The management with percutaneous 
coronary intervention and medications are commonly 
provided to MI patients. Lifestyle modification is also 
important to patients with MI.2  
With such detrimental symptoms, physical functions of 
post-MI patients tend to decline and they need re-
hospitalization because of illness’s progression and 
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complications. The complications of MI included heart failure, 
cardiogenic shock, angina, free-wall rupture, interventricular 
septal rupture, mitral regurgitation, aneurysm, ventricular 
fibrillation, ventricular tachycardia, complete heart block, and 
left ventricular thrombus or embolism.3 In addition to physical 
problems, post-MI patients face psychological problems 
including anxiety, depressed mood, and depression.4 
Myocardial infarction is associated with a high level of 
anxiety, the fear of impending death, and deep frustration 
resulting from the sudden and serious changes in 
functioning. Depressed mood is a common response to 
myocardial infarction. About 20 - 30% of the patients 
hospitalized for myocardial infarction manifest mild to severe 
depressive symptoms.4 Additionally, Thompson et al. (2007; 
cited in Barsness)5 described the psychological reactions 
following myocardial infarction may include low mood, 
tearfulness, sleep irritability anxiety, acute awareness of 
minor somatic sensations or pains and poor concentration 
and memory. Therefore, illness experience with myocardial 
infarction can have important consequences for the patient’s 
well-being and future life perspectives.  
Well-being can be described as judging life positively and 
feeling good.6 Well-being is a positive outcome that is 
meaningful for people and for many sectors of society, 
because people perceive that their lives are going well with 
higher levels of well-being judgement.7 People with high well-
being report feeling happy, capable, well-supported, and 
satisfied with life. Well-being is associated with numerous 
health related benefits.8 For example, higher levels of well-
being are associated with decreased risk of disease, illness, 
and injury, better immune functioning, faster recovery, and 
increased longevity.9-12 Moreover, well-being is strongly 
linked to happiness and life satisfaction.13  
Based on literature, there are many factors that influence 
well-being of post-ischemic heart disease people including 
enjoyable, fulfilling career, enough money, regular exercise, 
nutritional diet, sufficient sleep, fun hobbies and leisure 
pursuits, the ability to adapt to change, and optimistic 
outlook.13 However, little is known about factors influencing 
well-being among post-MI patients in Thailand. With the 
increasing rate and health care burdens, quality of life and 
its determinants would be keys to develop the intervention 
for this patient population. Therefore, the purpose of the 
study was to examine predicting factors of well-being among 
patient with myocardial infarction.  
Methods 
 
This descriptive correlational study was conducted to 
examine whether the potential factors could predict well-
being among post myocardial infarction patients in Thailand.  
 
Setting and sample  
The study was conducted at the outpatient department 
(OPD) of Queen Savang Vadhana Memorial Hospital, 
Sriracha district, Chonburi province, Thailand. A total of 201 
myocardial infarction patients who were followed up at the 
OPD participated in this study. To prevent type 2 error in the 
correlation coefficient analysis, a power analysis was 
considered. A power of 0.80, an alpha of 0.05, and a small 
effect size of 0.20 were used. The researchers used a small 
effect size because of no knowledge from previous similar 
studies in Thailand. As guided by Polit and Beck’s 
approximate sample size table14, a sample size of at least 
194 was needed. However, to prevent missing data, the 
extra number of participants (3%) was added. As a 
consequence, a total of 201 myocardial infarction patients 
who were followed up at the OPD were recruited. 
Convenience sampling was used to select participants. The 
inclusion criteria included 1) being diagnosed with 
myocardial infarction, 2) not suffering from other debilitating 
illnesses such as neurological problems, psychological 
disorders, or hearing problems, 3) having full consciousness, 
and 4) being able to communicate in Thai language.   
    
Ethical consideration  
With concerns about human protection and the rights of all 
participants, research proposal was approved by the 
Institutional Review Board (BUU-16/2557) of Burapha 
University prior to data collection. Information about the 
objectives, research protocols, and any concerns were 
informed to all participants individually. The issues of 
confidentiality, anonymity, and the right of withdrawal were 
addressed. After written description were given and any 
concerns about the research project were discussed, 
participants were requested to sign a consent form. All data 
were treated anonymously with research identification 
number.  
 
Measurement tools  
A package of questionnaire was administered in this 
study. The questionnaires were developed by the researcher 
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team (Deenan, Thanee, and Watankul)  from the previous 
study.15 In the development phase of the questionnaire in 
previous investigation15, content validity was confirmed by 5 
experts and reliability were confirmed by 30 coronary heart 
disease patients. In addition to personal information section, 
the questionnaire consisted of three sections of psychometric 
measurements including perceived health and illness, 
functional status and lifestyle behaviors with Cronbach’s 
alpha coefficients of 0.60, 0.83 and 0.70, respectively. The 
items from all three subscales were further tested for 
construct validity by factor analysis. The results showed 
newly formed constructs namely mental and emotional state, 
functional performance, illness adjustment, and health 
behaviors. These newly found subscales were with good 
factor loadings and acceptable reliability measures with 
Cronbach’s alpha coefficients > 0.70 for all. These subscales 
were used in this present study. In addition, an item 
measuring health perception and another item assessing 
well-being were added in this present study.  
The questionnaire in this present study consisted of 8 
parts. In the first part, personal information questionnaire 
asked the participants about their age, gender, marital 
status, income, occupation, and history of illness. The 
second part was a single item of “Health perception” scale, a 
self-reported instrument asking participants how they 
perceived their health with a rating response ranging from 1 
(very poor) to 10 (very good). The third part was a single 
item of “Well-being” scale to measure participant’s perceived 
psychological well-being. The question asked “How happy 
are you with your life overall?” with a 6-point rating scale 
ranging from 1 (totally unhappy) to 6 (totally happy).  
The fourth part of the questionnaire consisted of 8 items 
assessing mental and emotional state with a 6-point Likert-
type rating scale ranging from 1 (never) to 6 (always). This 
scale had an acceptable internal consistency reliability with a 
Cronbach’s alpha coefficient of 0.71. The fifth part of the 
questionnaire contained 6 items assessing the participant’s 
stress management competency with a 5-point Likert-type 
rating response scale ranging from 1 (never) to 5 (always). 
This scale had a borderline acceptable internal consistency 
with a Cronbach’s alpha coefficient of 0.68. In the sixth part 
of the questionnaire, 10 items assessed functional 
performance with item response of Likert-type rating scale 
ranging from 1 (never) to 5 (always). This functional 
performance scale had an acceptable internal consistency 
reliability with a Cronbach’s alpha coefficient of 0.87. The 
seventh part of the questionnaire, the illness adjustment 
scale, consisted of 7 items with a response 0 (no) and 1 
(yes). The illness adjustment score was obtained by 
summing all 7 items. The test–retest reliability was high with 
a coefficient of 0.97.  
The eighth part contained items assessing health 
behaviors in the past month. This part was divided into three 
sections. The first section with 16 items evaluated food 
consumption behavior, while the second section contained 4 
items assessing physical activity. The third section had 16 
items assessing adherence to treatment and risk control. All 
items were rated on a rating scale ranging from 1 (never) to 
5 (always). Internal consistency reliability of each of these 3 
sections was acceptable with Cronbach’s alpha coefficients 
of 0.72, 0.71 and 0.71, respectively. For all eight parts, 
higher scores indicated higher positive functional status or 
perception.  
Additionally, depression was measured by the 
Depression Inventory developed by Zung (1981) and 
translated into Thai language by Thanee.16 In this 20-item 
Zung Self-Rating Depression Scale, positive items were 
scored  4 “not at all,” to 1 “most or all of the time,” while 
negative items were scored with the opposite direction. The 
Cronbach’s alpha coefficient was 0.82.  
 
Data collection procedure  
Data collection took place at the OPD of Savang 
Vadhana Memorial Hospital. Researchers reviewed profiles 
of all MI patient in the waiting list for physician appointment. 
MI patients who met the inclusion criteria were approached. 
Research project information and human right protection 
were provided to the MI patients. Researchers fully 
explained the purpose of the study, contents of the 
questionnaire, the right to withdraw from the study, and 
anonymity of the data collected. Volunteers were asked to 
sign the informed consent. The researchers interviewed the 
participants in a private area. It took about 30 to 45 minutes 
to complete the interview.  
 
Data analysis  
Data were analyzed using descriptive statistics, 
Pearson’s product moment correlations, and multiple 
regressions. Statistical significance was set at the P-value < 
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0.05. All assumptions for Pearson’s product moment 




Demographic characteristics of the participants 
A total of 201 myocardial infarction patients participated 
in this study. The mean age of patients was 64.45 years (SD 
= 11.75) and about two-thirds were male (131 patients or 
65.2%). The majority of the participants were married 
(96.0%). The average duration of illness was 59.06 months 
(SD = 60.24). Most of them were hospitalized one time post 
MI (82.6%).  
 
Predictors of well-being  
Based on Pearson’s correlation coefficients, well-being 
was significantly positively correlated with health perception 
(r = 0.35, P-value < 0.001), functional performance (r = 0.37, 
P-value < 0.001), illness adjustment (r = 0.18, P-value = 
0.006), mental and emotional state (r = 0.60, P-value < 
0.001), adherence to treatment and risk control (r = 0.14, P-
value = 0.026) (Table 1). As expected, well-being was 
significantly negatively correlated with depression (r = -0.55, 
P-value < 0.001). However, there were no significant 
relationships between well-being and physical activity, stress 
management, or food consumption.  
 
 
 Table 1  The association between well-being and various 
factors among post MI patients (N = 201).  
Factors 
Pearson’s correlation 
coefficient (r)  
P-value 
Health perception 0.35 < 0.001 
Functional performance 0.37 < 0.001 
Illness adjustment 0.18 0.006 
Mental and emotional state 0.60 < 0.001 
Food consumption 0.10 0.075 
Physical activity 0.08 0.131 
Stress management 0.02 0.386 
Adherence to treatment and risk control 0.14 0.026 
Depression -0.55 < 0.001 
 
 
Based on results from multiple regression analysis, only 
two factors were significantly associated with well-being of 
post-MI patients (Table 2). Mental and emotional state was 
the strongest influence on well-being ( = 0.43, P-value < 
0.001). Depression was also found to significantly negatively 
affect well-being ( = -0.29, P-value < 0.001). These two 
factors explained about 41% of well-being variance.   
 
 Table 2   Predictors of well-being from multiple linear 
regression (N = 201).   
Model Beta coefficient t P-value 
Constant   4.18 < 0.001 
Mental and emotional state .43 6.25 < 0.001 
Depression  -0.29 -4.16 < 0.001 
 
    F(2,197) = 70.29, P-value < 0.001, adjusted R
2 = 0.41.  
 
Discussions and Conclusion  
 
Our present study found two predictors, mental and 
emotional state and depression, significantly influenced well-
being among post myocardial infarction patients in Thailand. 
Mental and emotional state had a positive effect on well-
being. This research showed that participants who rated 
higher scores on well-being experienced more frequent 
positive mental and emotion state and lower scores on 
depression scale. This result was supported by other studies 
that people who experienced more frequent positive and less 
negative emotions had a higher level of well-being,17 
increased life satisfaction,18 increased physical health,19,20  
greater resilience to stress,21 better social connection with 
others, and even longer lives.20,22 In addition, positive moods 
such as joy, happiness, and energy, as well as 
characteristics such as life satisfaction, hopefulness, 
optimism, and sense of humor were associated with reduced 
risk of mortality in healthy populations, and predicted 
longevity, controlling for negative states.23 On the other 
hand, patients with the lowest mental health status had a 
more than two-fold higher risk of new cardiovascular events 
or death compared to those with the highest mental health 
status. In addition, emotional distress was negatively 
correlated with spiritual well-being.24   
Moreover, it was found in previous studies that 
depression was a significant predictor of health-related 
quality of life (HRQL) of patients with myocardial infarction.25-
28 In previous studies, depression predicted worse outcomes 
after myocardial infarction, and was associated with higher 
re-hospitalization or mortality rates, more frequent angina 
episodes, more physical limitations, and worse quality of 
life.29,30 Depression was a predictive factor of well-being in 
this study. This research showed that people who 
experienced more depression have lower well-being. It could 
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be explained that depression is manifested by a number of 
symptoms including depressed mood, diminished interest or 
pleasure in all or almost all activities, low self-esteem, sleep 
disturbance, changes in appetite, loss of energy, difficulty 
concentrating, psychomotor retardation or agitation, and 
suicidal ideation.29 Additionally, Ziegelstein31 found that 
depression was  significantly associated with decreased 
adherence at 1 to 2 years of follow-up for all self-care 
behaviors assessed including exercise, diet, medication use, 
smoking cessation, and stress management. Likewise, 
Molloy, et al.32 found that depression has been associated 
with a failure to adhere to medication prescriptions. 
Moreover, Cohen33 investigated adherence in the context of 
cardiovascular risk reduction and demonstrated that poor 
adherence occurred when patients did not take their 
medications correctly due to depression. 
Furthermore, the results found that well-being was 
independently positively correlated with health perception, 
functional performance, illness adjustment and adherence to 
treatment and risk control. These results were supported by 
other studies in that diagnosis  of  myocardial  infarction  
altered physical, psychosocial and spiritual  well-being  and  
adversely  affected overall  quality  of  life.34 Patients who 
had difficulties in daily works due to cardiac problems 
decreased the health-related quality of life significantly.35,36 
These results were congruent  with  another  study.37  
Patients who adjusted appropriately to the illness could get 
good health outcomes and return to a normal life as judged 
by themselves. Such perceived improvement could be 
associated with the patient’s judgment based on their health 
and functioning dimension. Some studies supported the 
strategies of problem-focused coping.35,38 Moreover, a 
previous study showed reciprocal relationships between 
general health perception and overall quality of life after 
coronary artery bypass surgery.39  
However, the results also showed that some factors were 
not significantly related to well-being. These included food 
consumption, physical activity, and stress management. 
These results were not supported by previous studies.40-43 
Our results which were opposite to other studies could be 
due to our participants’ characteristics. Our participants were 
more likely to be in the older age, with a mean age of 64.45 
years. For physical activity, eating behavior, and stress 
management behavior, participants might well adapt to their 
health condition because they experienced illness for almost 
5 years and reported only one time of re-hospitalization. 
However, no associations between these health behaviors 
and well-being could be attributable to less varied values of 
these health behavior variables.  
In conclusion, mental and emotional state and 
depression were found to be significant predictive factors of 
well-being among post-myocardial infarction patients. This 
finding corresponded to empirical evidences of depression in 
this patient group. Therefore, the intervention to improve 
mental health and recklessness negative emotion would be 
needed for post-myocardial infarction patients. Research to 
promote mental and emotional state and reduce depression 
would be of great concerns.  
 
Acknowledgments  
We would like to express our great gratitude to 
myocardial infarction patients as our participants for their 
valuable time and effort in the interview. This study was 
funded by the National Research Council of Thailand in the 
fiscal year of 2013.  
 
References 
1. Bureau of Non-Communicable Disease, Ministry of Public Health. In-
patients report and mortality report. (Accessed on Nov. 20, 2015, at 
http://thaincd.com/information-statistic/non-communicable-disease-
data.php)  
2. Topol EJ, Califf RM (eds.). Textbook of cardiovascular medicine. 
New York. Lippincott Williams & Wilkins, 2007. 
3. Khan MG. Heart disease diagnosis and therapy: a practical 
approach, 2nd ed. New Jersey. Humana Press Inc., 2005.  
4. Mierzyńska A, Kowalska M, Stepnowska M, Piotrowicz R. 
Psychological support for patients following myocardial infarction. 
Cardiol J 2010;17(3):319-324. 
5. Barsness I. Counseling myocardial infarct patients: Rehabilitation 




6. Veenhoven R. Sociological theories of subjective well-being. In: Eid 
M, Larsen R (eds.). The science of subjective well-being: A tribute to 
Ed Diener. New York. Guilford Press, 2008: pp.44–61. 
7. Diener E, Lucas R, Schimmack U, Helliwell J. Well-Being for Public 
Policy. New York. Oxford University Press, Inc., 2009. (DOI: 
http://dx.doi.org/10.1093/acprof:oso/9780195334074.001.0001)  
8. Lyubomirsky S, King L, Diener E. The benefits of frequent positive 
affect: does happiness lead to success? Psychol Bull 2005;131(6): 
803–855 (DOI: http://dx.doi.org/10.1037/0033-2909.131.6.803)  
9. Pressman SD, Cohen S. Does positive affect influence health? 
Psychol Bull 2005;131(6):925–971. (DOI: http://dx.doi.org/10.1037/ 
0033-2909.131.6.925)  
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 12 ฉบับ 4, ตค. – ธค. 2560  191 Thai Pharm Health Sci J Vol. 12 No. 4, Oct. – Dec. 2017 
10. Ostir GV, Markides KS, Black SA, Goodwin JS. Emotional well-being 
predicts subsequent functional independence and survival. J Am 
Geriatr Soc 2000;48(5):473–478. (DOI:  http://dx.doi.org/10.1111/j. 
1532-5415.2000.tb04991.x)  
11. Ostir GV, Markides KS, Peek MK, Goodwin JS. The association 
between emotional well-being and incidence of stroke in older 
adults. Psychosom Med 2001;63(2):210–215. (DOI: 
http://dx.doi.org/10. 1097/00006842-200103000-00003)  
12. Frederickson BL, Levenson RW. Positive emotions speed recovery 
from the cardiovascular sequelae of negative emotions. Cogn Emot 
1998;12(2):191–220. (DOI: http://dx.doi.org/10.1080/026999398379 
718)  
13. Victoria State Government. Well being. (Accessed on Nov. 20, 2015, 
at https://www.betterhealth.vic.gov.au/health/healthyliving/wellbeing)  
14. Polit DF, Beck CT. Nursing Research: Generating and assessing 
evidence for nursing practice (9th ed). New York. Lippincott William& 
Wilkins, 2012.  
15. Deenan A, Thanee S, Watanakul, C. Factors related to re-admission 
of coronary heart disease patients. J Health Educ 2010;32(114):29-
43.  
16. Thanee S. Perceived self-efficacy in the drug abstinence process: a 
study of drug dependence treatment at Thanyarak Institute 
[Dissertation]. Bankok. Mahidol University, 2004. (in Thai)   
17. Lyubomirsky S, King L, Diener E. The benefits of frequent positive 
affect: Does happiness lead to success? Psychol  Bull 2005;131(6): 
803–855. (DOI: http://dx.doi.org/10.1037/0033-2909.131.6.803)  
18. Diener E, Sandvik E, Pavot W. Happiness is the frequency, not the 
intensity, of positive versus negative affect. In: Strack F, Argyle M, 
Schwarz N (eds.). Subjective well-being: An interdisciplinary 
perspective. New York. Pergamon, 1991: pp.119–139.  
19. Tugade MM, Fredrickson BL, Barrett LF. Psychological resilience 
and positive emotional granularity: Examining the benefits of positive 
emotions on coping and health. J Pers 2004;72(6):1161–1190. (DOI: 
http://dx.doi.org/10.1111/j.1467-6494.2004.00294.x)  
20. Veenhoven R. Healthy happiness: Effects of happiness on physical 
consequences for preventive health care. J Happiness Stud 2008; 
9(3):449–469. (DOI: http://dx.doi.org/10.1007/s10902-006-9042-1)  
21. Tugade MM, Fredrickson BL. Resilient individuals use positive 
emotions to bounce back from negative emotional experiences. J 
Pers Soc Psychol 2004;86(2):320–333. (DOI: 
http://dx.doi.org/10.1037/ 0022-3514.86.2.320)  
22. Xu J, Roberts RE. The power of positive emotions: It’s a matter of 
life or death – Subjective well-being and longevity over 28 years in a 
general population. Health Psychol 2010;29(1):9–19. (DOI: http:// 
dx.doi.org/10.1037/a0016767)  
23. Chida Y, Steptoe A. Positive psychological well-being and mortality: 
A quantitative review of prospective observational studies. 
Psychosom Med 2008;70(7):741-756. 
http://dx.doi.org/10.1097/PSY.0b013e 3181 8105ba)  
24. Arnold S, Herrick LM, Pankratz VS, Mueller PS. Spiritual well-being, 
emotional distress, and perception of health after a myocardial 
infarction. J Adv Nurs Pract 2007;9(1):4-11. (DOI: http://ispub.com/ 
IJANP/9/1/11984)  
25. Pettersen KI, Reikvam A, Rollag A, Stavem K. Understanding sex 
differences in health-related quality of life following myocardial 
infarction. Int J Cardiol 2008;130(3):449-456.  (DOI: http://dx.doi. 
org/10.1016/j.ijcard.2007.10.016)  
26. Hawkes AL, Patrao TA, Ware R, Atherton JJ, Taylor CB, Oldenburg 
BF. Predictors of physical and mental health-related quality of life 
outcomes among myocardial infarction patients. BMC Cardiovasc 
Disord 2013;13(1):69. (DOI: http://dx.doi.org/10.1186/1471-2261-13-
69)  
27. Stafford M, Soljak M, Pledge V, Mindell J. Socio-economic 
differences in the health-related quality of life impact of 
cardiovascular conditions. Eur J Public Health 2012;22(3):301-305. 
(DOI:  http://dx.doi.org/10. 1093/eurpub/ckr007)  
28. Wang W, Thompson DR, Ski CF, Liu M. Health-related quality of life 
and its associated factors in Chinese myocardial infarction patients. 
Eur J Prev Cardiol 2014;21(3):321-329. (DOI:  http://dx.doi.org/10. 
1177/2047487312454757)  
29. Bush DE, Ziegelstein RC, Patel UV, et al. Post-Myocardial Infarction 
Depression. Rockville, MD. Agency for Healthcare Research and 
Quality (US), May 2005. (Evidence Reports / Technology 
Assessments, No.123.). (Accessed on Nov. 20, 2015, at http://www. 
ncbi.nlm.nih.gov/books/NBK37817/)  
30. Parashar S, Rumsfeld JS, Spertus JA, Reid KJ, Wenger NK, 
Krumholz HM, et al. Time course of depression and outcome of 
myocardial infarction. Arch Intern Med 2006;166(18):2035-2043. 
(DOI:  http://dx. doi.org/10.1001/archinte.166.18.2035)  
31. Ziegelstein RC, Fauerbach JA, Stevens SS, Sandra S. Stevens BA, 
Daniel P, et al. Patients with depression are less likely to follow 
recommendations to reduce cardiac risk during recovery from a 
myocardial infarction. Arch Intern Med 2000;160(12):1818-1823. 
(DOI: http://dx.doi.org/10.1001/archinte.160.12.1818)  
32. Molloy G, Perkins-Porras L, Bhattacharyya M, Strike P, Steptoe A. 
Practical support predicts medication adherence and attendance at 
cardiac rehabilitation following acute coronary syndrome. J 
Psychosom Res 2008;65(6):581-586. (DOI: http://dx.doi.org/10. 
1016/j.jpsychores.2008.07.002)  
33. Cohen SM. Concept analysis of adherence in the context of 
cardiovascular risk reduction. Nurs Forum 2009;44(1):25-36. (DOI: 
http://dx.doi.org/10.1111/j.1744-6198.2009.00124.x)  
34. Alsén P, Brink E, Persson LO. Living with incomprehensible fatigue 
after recent myocardial infarction. J Adv Nurs 2008;64(5):459-468. 
35. Ulvik B, Nygård O, Hanestad BR, Wentzel-Larsen T, Wahl AK. 
Associations between disease severity, coping and dimensions of 
health-related quality of life in patients admitted for elective coronary 
angiography–a cross sectional study. Health Qual Life Outcomes 
2008;6(38):1-12. 
36. Durmaz T, et al. Factors affecting quality of life in patients with 
coronary heart disease. Turkish J Med Sci 2009;39(3):343-351. 
37. Alsén P, Brink E, Persson LO, Brändström Y, Karlson BW. Illness 
perceptions after myocardial infarction: relations to fatigue, emotional 
distress, and health-related quality of life. J Cardiovasc Nurs 2010; 
25(2):E1-E10. (DOI: 10.1097/JCN.0b013e3181c6dcfd)  
38. Panthee B, Kritpracha C, Chinnawong, T.  Correlation between 
Coping Strategies and Quality of Life among Myocardial Infarction 
Patients in Nepal. Nurs Media J Nurs 2011;1(2):187-194.  
39. Mathisen L, Andersen MH, Veenstra M, Wahl AK, Hanestad BR, 
Fosse E. Quality of life can both influence and be an outcome of 
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 12 ฉบับ 4, ตค. – ธค. 2560  192 Thai Pharm Health Sci J Vol. 12 No. 4, Oct. – Dec. 2017 
general health perceptions after heart surgery. Health Qual Life 
Outcomes 2007;5:27. (DOI: 10.1186/1477-7525-5-27)  
40. Ewart CK, Taylor CB, Reese LB, DeBusk RF. Effects of early 
postmyocardial infarction exercise testing on self-perception and 
subsequent physical activity. Am J Cardiol 1983;51(7):1076-1080. 
41. Bass IK. Quality of life three months after coronary artery bypass 
surgery: Effects of pre-surgical physical fitness. Master thesis. 
Virginia Polytechnic Institute and State University, 1998. (Accessed 
on Nov. 20, 2015, at 
https://vtechworks.lib.vt.edu/handle/10919/36633)   
42. Anderson JK. Predictors of health promoting behaviors and health-
related quality of life in post myocardial infarction adults. 
Dissertation. Texas Woman's University, 2008. (Accessed on Nov. 
20, 2015, at 
https://search.proquest.com/openview/df725e1b492cf8393df6a2398c
e96dfe/1?pq-origsite=gscholar&cbl=18750&diss=y)  
43. Wang W, Chair SY, Thompson DR, Twinn SF. Effects of Home-
based cardiac rehabilitation on health-related quality of life and 
psychological status in Chinese patients recovering from acute 








Manuscript received in original form on April 20, 2017;  
accepted in final form on July 10, 2017 
